EditorÐAs a result of the increased prevalence of nvCJD within the UK population, there has been concern about the theoretical risk of transfer of prions during tonsillectomy and adenoidectomy. Disposable instruments were widely introduced in 2001, but concerns regarding the safety of these instruments led to the return to reusable instruments in England. In Scotland, the use of disposable equipment remains mandatory. Although the main concern regarding disposable tonsillectomy equipment is an increase in the postoperative haemorrhage rate, 1 we noted an increased incidence of herniation of RAE tubes through the gap in the blade of the Boyle Davis gag (Fig. 1) , risking inadvertent extubation. This could endanger the security of the airway if the gag is moved or adjusted during surgery, and has been previously reported with non-disposable equipment.
2±4
We tested various combinations of RAE tubes and blade sizes with disposable and non-disposable sets and found that herniation was more common with the disposable sets. This is most likely to occur in children aged 4±8 yr, due to the similarity between the tube sizes and the width of the gap in the tongue blades used in this age group.
Different sizes of Boyle Davis tongue blades (sizes 2.5±4.5 inches, Rocketmedical) and RAE tubes (4.5±7.0 mm) were assessed. Blade sizes 2.5 and 3.0 inches were found to have the same size of gap (5 mm anteriorly, 6 mm posteriorly), and blade sizes 3.5, 4.0 and 4.5 inches also have the same gap width (5 mm anteriorly, 7 mm posteriorly). We repeated the study using nondisposable instruments.
The results show that RAE tube sizes 4.5, 5.0 and 5.5 mm are the most likely to herniate with any size of tongue blade. With larger RAE tubes, herniation was less likely as the gap in the tongue blade is smaller than the external diameter of the tube. When the study was repeated with the non-disposable sets it was also found that herniation was less likely to occur. This is because the gap size is smaller, and the area of the blade next to the gap is bevelled to accommodate the tube. It should also be noted that RAE tubes are more malleable at body temperature and this may increase the risk of herniation.
Whilst the risk described above may vary with different equipment manufacturers, anaesthetists and otolaryngologists should be alert to the possibility of the tracheal tube being inadvertently displaced during adenotonsillectomy. This problem should also be considered by companies manufacturing disposable tonsillectomy sets. 
Airway management in the emergency department
EditorÐThe debate on airway management in the emergency department continues unabated. 1±5 One of the major dif®culties surrounding this area is the de®nition of complications in this setting, and the lack of consistency in published studies which makes comparisons dif®cult and open to misinterpretation. Berry 2 misquoted from a preliminary abstract of the Scottish Rapid Sequence Intubation (RSI) study, 6 by suggesting that 25% of RSI patients were intubated without an anaesthetic drug. The abstract actually states that 123 patients were intubated without the need for anaesthetic drugs and these were excluded from the reported group of patients that actually underwent a formal RSI. It may be of interest to note that this two year prospective study of nearly 1631 patients (of whom 735 had a rapid sequence intubation) is now complete and awaiting publication. 7 The study shows that emergency physicians perform rapid sequence intubation on patients who are more physiologically unstable (91.8% vs 86.1%, P= 0.027), and on a higher proportion of patients within 15 min of arrival in the emergency department (32.6% vs 11.3%, P<0.0001) than do anaesthetists, with no statistically signi®cant difference in complication rates (12.7% vs 8.7%, P=0.1). Anaesthetists achieve better laryngoscopic views (94.0% vs 89.3% P=0.039) and have higher ®rst attempt success rates (91.8% vs 83.9% P=0.001), but the overall success rate is identical for the two specialties. Berry 2 suggests that increasing the role of emergency physicians in airway management would`blur the boundary between the two departments'. We believe this would be of undoubted bene®t to the critically ill patient by improving collaboration between the two specialties, along with training and standard setting in this critically important subject. The realistic suggestions for progress proposed by Nolan and Clancy 1 9 are welcome and should be pursued in a careful and monitored fashion. 
